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The clinical application of the concept of patient autonomy has centered on the ability to deliberate and make treatment decisions (decisional autonomy) to the virtual

exclusion of the capacity to execute the treatment plan (executive autonomy). However, the one-component concept of autonomy is problematic in the context of multiple

chronic conditions. Adherence to complex treatments commonly breaks down when patients have functional, educational, and cognitive barriers that impair their capacity

to plan, sequence, and carry out tasks associated with chronic care. The purpose of this article is to call for a two-component re-conceptualization of autonomy and to

argue that the clinical assessment of capacity for patients with chronic conditions should be expanded to include both autonomous decision-making and autonomous

execution of the agreed-upon treatment plan. We explain how the concept of autonomy should be expanded to include both decisional and executive autonomy, describe

the biopsychosocial correlates of the two-component concept of autonomy, and recommend diagnostic and treatment strategies to support patients with deficits in

executive autonomy.

Keywords: autonomy, decision-making, capacity, executive control functions, older adults, functional assessment

Medical education and the clinical training of medical stu-
dents and residents occur primarily in the setting of the
acute general hospital. The modern tertiary care hospital
has a labor and delivery service and radiological and imag-
ing services, but the bulk of the hospital consists of acute-
care beds, increasingly intensive-care or critical-care beds in
general specialties such as medicine or surgery, and in sub-
specialties such as cardiovascular and neurological surgery.
Patients with chronic illnesses are seen in the hospital, but
usually only when they have experienced an acute change
in their condition that prompts hospital admission.

In parallel, most medical ethics teaching occurs in these
tertiary care hospitals and so is skewed toward acute-care,
high-drama cases. As a consequence, clinical judgments
about patients’ adherence to treatment are shaped by physi-
cians’ education and training rooted in the episodic, acute-
care paradigm. In acute illness, patients’ needs are urgent
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and finite and they seek care that is definitive and adminis-
tered immediately (Wagner et al. 1996; Anderson and Fun-
nell 2005).

This acute care perspective of medical ethics pervades
the bioethics literature. Principles of Biomedical Ethics is an
acknowledged landmark in the field and in five editions
has become the standard textbook for teaching bioethics
(Beauchamp and Childress 1979; 2001). In the first edition,
Beauchamp and Childress (1979) take up the topic of re-
fusal of treatment in their chapter on the principle of au-
tonomy. In this section they make reference to cases pre-
sented in the appendix, including that of a pregnant woman
who is a Jehovah’s Witness who refused blood products for
herself and her newborn child, who needed transfusion to
prevent mental retardation and, possibly, also death. They
also cite a case of a woman, also a Jehovah’s Witness, who
suffered massive blood loss, for whom a court order was
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successfully sought. The chapter concludes with a consid-
eration of suicide and suicide prevention (Beauchamp and
Childress 1979, 56–96). The chapter on respect for autonomy
in the fifth edition makes reference to cases concerning organ
transplantation, refusal of dialysis, and involuntary com-
mitment of a patient who is a danger to himself (Beauchamp
and Childress 2001, 57–112). Furthermore, the multiple edi-
tions of Pence’s Classic Cases in Medical Ethics (1990; 1995;
2000; 2004; 2008), the most thorough compendium of im-
portant cases in the field, are dominated by acute-care, high-
drama cases. It is illustrative of the orientation of the field
that, in this widely used textbook, Pence includes cases on
provision of life-sustaining treatment for adults and chil-
dren, physician-assisted suicide, in vitro fertilization, surro-
gate pregnancy, abortion, organ transplantation, and invol-
untary psychiatric hospitalization (Pence 1990, 1995, 2000,
2004, 2008).

This acute-care paradigm has a well-recognized and es-
tablished perspective regarding the patient’s role in medical
decisions. The adult patient is presumed to have adequate
capacity to understand and make decisions, i.e., to possess
decisional autonomy, and therefore is presumed to have the
capacity to participate in decisions about his or her medical
care. The ethical principle of respect for autonomy requires
that the patient with decisional autonomy be accorded au-
thority over what will or will not be done regarding his or
her medical care (Beauchamp and Childress 2001). From the
perspective of decisional autonomy, behaviors or outcomes
that are incongruent with the treatment plan are interpreted
by clinicians as either an autonomous refusal of the physi-
cian’s recommendations or the result of significant impair-
ments in decisional autonomy that need to be assessed and
responsibly managed.

Patients can and do electively choose to ignore physi-
cians’ recommendations, even in acute settings; and some
may be in denial about their conditions and limit the effort
needed to manage them. Physicians, reared in the acute-care
paradigm, typically perceive non-adherence as a challeng-
ing but salient reflection of a patient’s decisional autonomy
(Anderson and Funnell 2005). Some patients with chronic
conditions may articulate understanding of the manage-
ment plan and appear non-adherent when actually they
are unable to implement the steps necessary to meet the
treatment objectives. This is an underappreciated ethical
challenge to the patient-physician relationship: the need
for an expansion of the concept of patient autonomy to in-
clude, not only decisional autonomy, but also the patient’s
capacity to execute complex self-management tasks, i.e.,
executive autonomy. Patients with intact decisional auton-
omy may nevertheless have unappreciated physical, edu-
cational, and cognitive barriers that impair executive au-
tonomy, i.e., their capacity to plan, sequence, and carry out
tasks associated with the management of their chronic con-
ditions. When faced with frequent readmissions for chronic
disease exacerbations, adverse drug events, acute fluctua-
tions in functional status, and other purported markers of
non-adherence among otherwise motivated patients, physi-

cians should expand the concept and clinical assessment
of patient autonomy to include both autonomous decision-
making capacity regarding treatment options, decisional
autonomy, and autonomous execution of the agreed-upon
treatment plan, executive autonomy.

THE TWO-COMPONENT CONCEPT OF PATIENT

AUTONOMY

The concept of patient autonomy was developed in the con-
text of acute care and rightly has centered on decisional au-
tonomy, the patient’s capacity to understand information
and to make voluntary decisions. This is because, in acute
care, the patient’s role is to authorize intervention after a de-
liberative process. Clinicians largely perform the implemen-
tation or execution of that decision. The clinical benchmark
for evaluating patient autonomy in this paradigm focuses on
the patient’s capacity to participate in the informed consent
process, through which authorization is given or withheld
(McCullough et al. 2001). After consenting, patients are only
expected to comply with short-term therapy (e.g., 7 days of
antibiotics), attend regular clinic appointments, or present
on the day of surgery and not leave the hospital until dis-
charged.

There is ample evidence of a consistent trend in the
bioethics literature to equate autonomy with autonomous
decision-making, i.e., with decisional autonomy. A non-
systematic review begins with the field’s major reference
work since 1978, the Encyclopedia of Bioethics (Reich 1978;
1995; Post 2004). The first edition (Reich 1978) did not have
an entry on autonomy. The second edition’s entry starts
with:

The concept of autonomy in moral philosophy and bioethics
recognizes the human capacity for self-determination, and puts
forward a principle that the autonomy of persons ought to be
respected (Miller 1995, 215).

The entry continues:

There are three elements to the psychological capacity of auton-
omy: agency, independence, and rationality. Agency is aware-
ness of oneself as having desires and intentions and of acting
on them. . . . Independence is the absence of influences that so
control what a person does that it cannot be said he or she wants
to do it (Miller 1995, 215–216).

The third element, rationality, is equated to “rational deci-
sion making” (Miller 1995, 216). The most recent, third edi-
tion of the Encyclopedia includes the second-edition entry
without updating.

Seminal works in clinical ethics also adopt accounts of
autonomy that equate it with autonomous decision-making.
In their first edition Beauchamp and Childress (1979) wrote:
“A person’s autonomy is his or her independence, self-
reliance, and self-contained ability to decide” (56). They
explain the ethical principle of respect for autonomy as
follows:
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Conceptualization of Autonomy

To respect autonomous agents is to recognize with due appre-
ciation their own considered value judgments and outlooks
even when it is believed that their judgments are mistaken. To
respect them in this way is to acknowledge their right to their
own views and the permissibility of their actions based on such
beliefs (Beauchamp and Childress, 1979, 58).

The focus on decisional autonomy is even clearer by
their fifth edition. They focus on “autonomous choice”
(Beauchamp and Childress 2001, 58) and write: “We analyze
autonomous action in terms of normal choosers who act (1)
intentionally, (2) with understanding, and (3) without con-
trolling influences that determine their action” (Beauchamp
and Childress 2001, 59, emphasis added).

Grisso and Appelbaum (1998) have led the field in
scholarly and clinical work on competence to consent.
In their landmark book, they equate autonomy to self-
determination and self-determination to “an interest in mak-
ing autonomous decisions” (Grisso and Appelbaum 1998,
12). To exercise one’s autonomy is to choose autonomously.
Autonomy and the “promotion of well-being” are the two
values that underlie competence (Grisso and Appelbaum
1998, 13), which, in turn, is explicated in terms of the pa-
tient’s ability to “express a choice,. . . understand the infor-
mation relevant to treatment decision making, . . . appreciate
the significance of that information for one’s own situa-
tion,. . . and to reason with relevant information so as to en-
gage in a logical process of weighing treatment options”
(Grisso and Appelbaum 1998, 31, emphasis original). Their
widely used MacCAT-T assessment tool is validated to as-
sess the patient’s decisional capacity in research and clinical
settings.

Jonsen and colleagues (1982; 2002) have in five editions
produced the definitive textbook in clinical ethics. In their
first edition, their four categories for analyzing the ethical
dimensions of clinical cases included patients’ preferences:

Patient preferences are ethically significant because they make
explicit the values of self-determination and personal auton-
omy that are deeply rooted in the ethics of our culture. Auton-
omy is the moral right to choose and follow one’s own plan of
life and action (Jonsen et al. 1982, 53).

In the latest edition they essentially repeat the definition of
respect for autonomy from the first edition as “the moral
attitude that disposes one to refrain from interference with
the autonomous beliefs and actions of others in pursuit of
their goals” (Jonsen et al. 2002, 48). Respect for autonomy
is implemented in the informed consent process, for which
“decisional capacity” is required (55).

It is striking that the dominant focus on decisional au-
tonomy in the bioethics literature contrasts with the concept
of autonomy articulated by Faden and Beauchamp (1986).
They proposed a theory of autonomous action comprising
three aspects: understanding, intentionality, and voluntari-
ness (Table 1). Understanding requires that a patient have
sufficient knowledge of the situation and the available op-
tions or choices, as well as an appreciation of how these
affect the patient on a personal level. To exhibit apprecia-

Table 1. Faden and Beauchamp’s Theory of Autonomous
Action

1) Understanding: Actions based on understanding of the
situation and choices
a. Capacity to comprehend the circumstances and facts
of a situation
b. Appreciation of the personal consequences of each
choice and/or action
c. Evidence of a rational process for choosing one versus
another option

2) Intentionality: Actions are willed and performed
according to one’s plan
a. Capacity to make and express preferences and choose
a single option
b. Development of strategies and tactics for the
execution of a choice
c. Performance of strategies and adaptations to changing
circumstances

3) Voluntariness: Ability to act without controlling
influences
a. Actions free of external coercion or manipulation
b. Actions not compelled or substantially inhibited by
internal impairments

tion, a patient should demonstrate some rational process for
weighing options and choices and their application to his or
her circumstances. The requirement for understanding does
not prohibit a patient from making unorthodox or even un-
reasonable choices as long as the criteria for understanding
are fulfilled. Intentionality requires that actions are initiated
and performed according to a patient’s goals and plan. At a
minimum, patients should articulate their preferences and
then settle on a course of action that implements their prefer-
ences. In the outpatient setting, intentionality also requires
that patients participate in the development of the treat-
ment plan and then execute the plan (Grimes et al. 2000).
The third aspect is voluntariness or the ability to act without
substantially controlling influences. These include external
influences, such as those arising from coercion or manipu-
lation, and internal impairments like hearing loss, pain or
unreasonable fear that inhibit voluntary actions or compel
involuntary actions.

The executive component of the concept of autonomy,
introduced in this important contribution to medical ethics,
has been greatly underappreciated over the subsequent 20
years. For example, a PUBMED search (available at http://
www.ncbi.nlm.nih.gov/sites/entrez?holding=hamtmc fft)
of the recent bioethics literature for specific references to
executive domains of autonomy using the terms: consent
AND autonomy AND executive function produced only
two citations. One citation was for an article describing
the neuroanatomic correlates of the conceptual domains
proposed in Faden and Beauchamp’s model of informed
consent (Grimes et al. 2000). The other was a systematic
review of research on decision-making competence of
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cognitively impaired elderly that examined 32 articles con-
cerned with “decision-making capacity,” “decision-making
competence,” and “decision-making abilities” (Kim et al.
2002, 152).

The rationale for this comparative underappreciation
may itself lie in the traditional focus on acute illnesses. In-
tentionality plays a much less significant role compared with
understanding and voluntariness in established models of in-
formed consent. The most commonly used clinical tools for
confirming a patient’s ability to give informed consent all
extensively evaluate each domain of understanding, while
intentionality is measured only as it relates to making and
eliciting a single choice (Grisso et al. 1997; Marson et al.
1995; Drane 1984). As described above, the intentional ac-
tions required of patients in acute care are circumscribed and
time-limited. Furthermore, clinicians in acute care largely
perform implementation and execution of a selected treat-
ment.

The importance of the executive component of auton-
omy has become apparent with the shift from acute care, in
which the patient authorizes and the clinical team executes a
plan of care, to chronic care, in which the patient authorizes
and then plays an essential role in executing the plan of care.
Most recently, Lai and Karlawish (2007) have proposed a
“new approach to assessing everyday decision-making ca-
pacity” (2007, 105) that does make reference to executive
function but not executive autonomy. Building on the work
of Grisso and Appelbaum (1998), they propose a multidi-
mensional, structured interview that adds to the MacCAT-T
assessment of the patient’s decision-making abilities. While
they do call for assessment of executive function, they do so
in the context of aiming at a “broader measure of . . . [the pa-
tient’s] cognitive deficits” (Lai and Karlawish 2007, 109). The
goal is to assess “whether patients themselves are able to de-
cide how much assistance they require in their current living
situation” (Lai, Karlawish 2007, 109). Executive function is
subsumed under the cognitive abilities for decision-making,
with little explicit reference to the dimensions of formulat-
ing, executing, and adapting implementation plans.

The nature and exercise of the patient’s autonomy in the
management of chronic conditions cannot be adequately
conceptualized or clinically assessed by appealing to a
concept of autonomy that includes only decisional auton-
omy. Chronic care models focus on the self-management of
chronic conditions and adaptation to problems as they arise.
In doing so, these approaches make an implicit appeal to an
expanded concept of autonomy that we propose to make ex-
plicit, autonomous decision-making (decisional autonomy)
plus executive autonomy, the capacity to perform complex
self-management tasks, especially those related to treatment
planning and implementation.

Faden and Beauchamp’s (1986) theory of autonomous
action remains salient for the task of explicating this ex-
panded concept of autonomy (Table 2). In the context of
the self-management of chronic conditions, intentionality
should be updated to include the patient’s capacities to
develop a treatment plan, to implement and monitor the

plan, and to amend the treatment plan effectively in re-
sponse to changing circumstances (Faden and Beauchamp
1986; Grimes et al. 2000). Furthermore, voluntariness in the
context of chronic illness should be updated to include
freedom, not just from external coercion, but also from
internal impairments that inhibit goal-directed or compel
goal-antagonizing actions. Impairments of intentionality or
voluntariness can manifest as impairments of executive au-
tonomy that threaten the patient’s ability to adhere to an
agreed-upon treatment plan. Furthermore, impairments of
executive autonomy can occur independently of or in con-
junction with impairments of decisional autonomy.

This is seen commonly in vulnerable older adults with
marked impairments of executive autonomy, likely arising
from multiple deficits, who come to the attention of local
adult protective agencies due to their inability to live safely
and independently, i.e., geriatric syndrome of self-neglect
(Naik et al. 2006). These older individuals seemingly express
preferences, but live in squalid environments often with un-
treated, advanced disease (Dyer, Pickens and Burnett 2007).
These cases are noted and reported by family members,
caregivers, and, to a lesser extent, healthcare professionals.
Social services professionals, like many clinicians, evaluate
expressed preferences and competency (decisional auton-
omy) without assessing executive autonomy. Important in-
terventions to support individuals suffering from geriatric
self-neglect can be unintentionally abandoned as a result of
legal mandates arising from our limited concept of auton-
omy (Dyer 2005). Emerging evidence also links executive
control functions to the development of disability and need
for long-term care (Royall et al. 2005). These findings have
led some to suggest that determinations of one’s capacity to
choose to live independently in the community should in-
clude formal assessments of executive autonomy (Cooney
et al. 2004). Cases of self-neglect recognized and reported to
protective service agencies by family members, caregivers
and less often by healthcare professionals, represent an ex-
treme end of the spectrum. However, the presence of deci-
sional autonomy with lack of executive capacity is present
in the routine care and management of persons with chronic
disease.

Consider the case of Mrs. Brown (Sidebar) in the man-
agement of her chronic conditions. Any clinician who en-
gages Mrs. Brown would find a patient adequately aware of
the risks of her diabetes and eager to participate in the active
treatment of her condition. Over several months, however, it
has become clear that her capacity to perform her treatment
plan is limited by her endogenous impairments, including
diminished executive cognitive functions, and complicated
by the demands of a rigorous treatment plan. In terms of
the expanded, two-component concept of autonomy, she
should be understood to exhibit deficits in intentionality and
voluntariness, producing limitations in her executive auton-
omy that may be overlooked using assessments of decisional
autonomy alone. Had Mrs. Brown’s physician performed a
screening evaluation for executive cognitive impairments
after she was deemed non-adherent, appropriate changes
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Conceptualization of Autonomy

Table 2. Dimensions of Decisional and Executive Autonomy using Faden and Beauchamp’s Theory of Autonomous
Action

Decisional Autonomy Executive Autonomy

Understanding
Comprehension of circumstances and facts regarding

a treatment decision
Comprehension of tasks required for treatment performance

Appreciation of personal consequences of a treatment
decision

—

Having a rational process for choosing one versus
another option

—

Intentionality
Capacity to make and express a choice —
Development of a treatment plan Identify strategies and surrogates (when appropriate) to

implement plan
— Perform strategies and make adaptations to changing

circumstances
Voluntariness

Actions free of external coercion Actions free of external coercion
— Actions not compelled or inhibited by internal impairments

Sidebar. Evaluating Decisional and Executive Autonomy: Mrs. Brown
Mrs. Brown is a 68-year-old widow with type 2 diabetes mellitus, congestive heart failure, osteoarthritis, and

hypertension who lives alone in her home. She had been taking oral medications for diabetes but was switched to
insulin-based therapy due to hyperglycemia despite her medications. She appeared willing to perform her diabetes
treatments, including home glucose monitoring, after detailed discussions and training with her physician and a
diabetes health educator. However, over time Mrs. Brown’s physician begins to question her adherence to the
treatment plan due to repeated office and emergency room visits for hyper- and hypoglycemia, shortness of breath and
the development of a new foot ulcer.

Understanding:
1. She is aware of the health consequences of diabetes and the importance of managing blood glucose to control
diabetes.
2. She appreciates that her diabetes is advanced, with retinopathy and neuropathy, and that oral medications are no
longer effective.
3. Mrs. Brown concedes the need to take insulin injections given the risk of serious morbidity from uncontrolled
diabetes.

Intentionality:
1. She expresses a preference for improved diabetes control and chooses an aggressive treatment plan using insulin
injections.
2. Mrs. Brown constructs a treatment plan with her physician and diabetes educator that involves monitoring her daily
blood glucose, aggressively adjusting her insulin, and regularly observing her feet.
3. Despite several months of treatment, Mrs. Brown’s blood sugar remains poorly controlled. She has difficulty
performing daily measurements, makes frequent errors in insulin dosing, and develops a new foot ulcer.

Voluntariness:
1. Her decision to change treatment plans was free of coercion.
2. Mrs. Brown’s impaired vision and limitations in executive cognitive functions may be internal inhibitors to
performing her treatment plan.

to the treatment plan might have avoided further morbidity
by simplifying the regimen to match the patient’s execu-
tive capacities. Ongoing morbidity threatens her health and
functional status and, therefore, her remaining autonomy.

Mrs. Brown’s case highlights a persistent conceptual gap
in how patients and clinicians plan and implement treat-
ments for chronic diseases. Physicians focus almost exclu-
sively on discussions of risk, expectations for treatment, and

their own knowledge about best treatments. Physicians take
on the responsibility for educating their patients and obtain-
ing agreement regarding the scope and bounds of treatment.
Since decision- making capacity is the primary basis for es-
tablishing patient autonomy, voluntary non-adherence is of-
ten the default assumption for patients’ failure to comply
with the treatment plan, especially when that plan was col-
laboratively developed. Anderson and Funnell (2005) have
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described how this dysfunctional model of adherence in
chronic care leads to the ethically flawed assumptions that
patients’ motivations are the source of treatment failure and
that the best solution is for patients “to defer to the expertise
(and authority derived from it) of clinicians and to follow the
recommendations they have been given” (2005, 154). With-
out a comprehensive conceptual and clinical appreciation
for both decisional and executive autonomy in chronic care,
this paradigm of non-adherence threatens the decisional au-
tonomy and health outcomes of patients.

As the case of Mrs. Brown demonstrates, patients may
be capable of engaging in robust deliberations about treat-
ment goals and processes but physically or cognitively un-
able (and at times unaware of their inability) to participate in
the implementation of the treatment plan. This incapacity is
ethically and clinically significant because the patient’s exec-
utive autonomy may be essential to effectively monitor and
execute the treatment plan (Glasgow and Anderson 1999).
Clinicians’ awareness of these impairments, especially those
linked to executive cognitive abilities, is underappreciated
and not actively considered when developing treatment
plans. In addition to the clinical realities of chronic care, the
biological and psychological processes that govern behavior
influence the two-component concept of patient autonomy.

BIOPSYCHOSOCIAL CORRELATES OF DECISIONAL

AND EXECUTIVE AUTONOMY

While the distinction between decisional and executive au-
tonomy arises from the clinical and phenomenological ob-
servations of physicians and health providers, clinical sci-
entists have described the neuropsychiatric and cognitive
pathways that differentiate the processes of understanding,
intentionality, and voluntariness (Workman et al. 2000; Roy-
all et al. 2002). Understanding is heavily dependent on ver-
bal and auditory communication and memory. Included are
some functions related to attention; acquisition and process-
ing of sensory data; and basic cognitive functions, includ-
ing reasoning and aspects of judgment (Grimes et al. 2000).
In contrast, intentionality and voluntariness correlate much
more strongly with executive control functions, comprising
the cognitive skills needed to plan, initiate, sequence, mon-
itor, and adapt complex goal-directed behaviors as well as
the important connections among affect, motivation, and be-
havior (Grimes et al. 2000; Workman et al. 2000) controlled
primarily by three frontal-lobe circuits (Royall et al. 2002).

Recent studies have identified associations between im-
pairments in executive control functions and treatment self-
management, performance, and outcomes of chronic med-
ical and psychiatric conditions (Royall et al. 1997; Allen et
al. 2003; Sateia 2003; Kuo et al. 2005). These studies provide
important empirical evidence linking the task requirements
for chronic care and the capacity of patients to perform these
tasks as distinct from the neurobehavioral correlates of deci-
sional autonomy. Clinical studies of executive-control func-
tions and their relationship with chronic disease outcomes
and self-management behaviors offer compelling but pre-
liminary evidence of this important link (Schillerstrom et al.

2005). Additional research is needed to identify other fac-
tors that may correlate impairments in executive autonomy.
Potential candidate factors include functional status, social
support, health literacy, and co-morbid conditions such as
depression. Some of these factors, illiteracy and depres-
sion, for example, are associated with impairments in de-
cisional capacity, especially with severe presentations. In
chronic care, even mild depressive symptoms may produce
clinically and ethically significant impairments in execu-
tive autonomy that are often dismissed as examples of non-
adherence. Improved understanding of these factors will aid
the development and testing of interventions to support ex-
ecutive autonomy and thereby respect autonomy in chronic
care.

ASSESSMENT AND MANAGEMENT OF DEFICITS IN

EXECUTIVE AUTONOMY

In clinical assessments, decisional autonomy is treated as
a threshold phenomenon: a judgment must be reached that
either the patient has decisional capacity or does not. Access
to treatment, participation in a trial, or even legal rights can
be taken away if an individual lacks decisional autonomy.
Executive autonomy, on the other hand, should be under-
stood and clinically assessed along a clinical gradient rather
than as a threshold phenomenon (in contrast to Faden and
Beauchamp’s account of intentionality as an either/or phe-
nomenon). This distinction is important to avoid unneces-
sary infringements of patients’ rights and simultaneously
add a huge physical and financial burden on healthcare and
social service providers. The prevalence of impairments in
executive autonomy may be significantly greater than that
of decisional autonomy (Royall et al. 2002).

Office-based screening tools, including well-validated
measures of functional status (Applegate 1990; Pickens et al.
2007) and physical performance (Studenski et al. 2003),are
useful tools for the assessment of executive autonomy. For
example, cognitive decline in executive control functions
can be evaluated using simple bedside tests, such as the
trail-making tests (Reitan and Wolfson 1995), the frontal as-
sessment battery (Dubois et al. 2000), and the executive in-
terview test (Royall et al. 1992). In addition, simple clinical
tools to assess other important determinants of executive
autonomy, such as health literacy (Bass et al. 2003; Weiss
et al. 2005), depression (Yesavage et al. 1982), and sensory
impairment, are also readily available to augment the clini-
cian’s evaluation.

A physician who diagnoses significant impairments in
executive autonomy, such as those that manifestly impair
the implementation of a treatment plan, should proceed
with the goal of supporting the patient’s remaining auton-
omy (Molinari et al. 2004). For example, a visual aid and
consultation with a diabetes educator for a diabetic patient
who has trouble reading her glucose monitor and interpret-
ing results can be used. Additionally, family, caregivers, and
other community members can be enlisted to assist in the ex-
ecution of the treatment plan by providing supervision and
intervention to supplant deficits in executive autonomy.
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Conceptualization of Autonomy

Unlike decisional autonomy, even mild impairments
in executive autonomy may be clinically significant and
warrant the application of interventions to support a pa-
tient’s participation in chronic care. The contribution of var-
ious social and clinical variables to executive autonomy
adds additional complexity but also additional targets for
clinical interventions. In the course of treatment for some
patients, executive autonomy can become significantly im-
paired such that even extensive clinical interventions or so-
cial supports are ineffective. At this point along the con-
tinuum, individuals are at substantial risk for self-injury or
harm to others. In these rare cases, a threshold is crossed;
and interventions commonly used in cases of decisional
incapacity, such as legal guardianship, are necessary. Fur-
thermore, impairments may remain clinically silent until a
change in health status occurs that exacerbates these impair-
ments and threatens both decisional and executive auton-
omy. These examples suggest that a more dynamic, rather
than static, conceptualization of executive and decisional
autonomy is needed when approaching chronic disease
care.

CONCLUSION

The one-component concept of patient autonomy as deci-
sional autonomy is deeply rooted in the capacity to make
informed choices regarding acute healthcare decisions. As
physicians and patients co-manage chronic conditions and
implement care plans, an expanded concept of patient au-
tonomy that includes both decisional and executive auton-
omy is required. The two-component conceptualization of
patient autonomy adapts the Faden and Beauchamp (1986)
approach, to fashion a model of autonomy that integrates
decisional and executive domains into all assessments of a
patient’s capacity to make and implement decisions for her
care.

When faced with frequent readmissions for disease
exacerbations, adverse drug events, acute fluctuations in
functional status, and other purported markers of non-
adherence, physicians should consider whether the pa-
tient’s executive autonomy to manage complex treatment
plans and integrate them into their daily lives has become
impaired, either independent of, or in synergy with, im-
pairments of decisional autonomy. Judgments regarding
non-adherence and other frustrations with patient moti-
vation should be abandoned altogether. Instead, clinicians
should focus on enhancing patients’ autonomy and ca-
pacity in all facets of care. Effective treatment planning
may be achieved through a dynamic, iterative process of
identifying patients’ limitations, tailoring appropriate in-
terventions, and supplanting deficits of executive auton-
omy with adequate supports. This approach can occur in
the chronic longitudinal setting as well as at discharge plan-
ning after an acute intervention. The two-component con-
ceptualization of patient autonomy may have profound ef-
fects on the patient–clinician relationship and overall health
outcomes. �
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